Mutiple Aneurysmal Bone Cysts
History: First seen on January 5, 1961, complaining of pain in the left knee. For as long as he could remember he had never been able to flex his left knee much beyond a right angle. In late November 1960 he noticed a pain on the inner aspect of his left knee as he stepped off a kerb, and this pain had been present with varying intensity since.
On examination: Flexion of the knee was restricted to 90 degrees and pain was felt posteromedially on attempting movement. Apart from I in. of wasting of the left thigh there were no other physical signs.
Investigations: Hb 96%. W.B.C. 5,800 (normal Ak differential). E.S.R. 15 mm in one hour (Westergren). Serum calcium 9-6, inorganic phosphate Fig 1 3-6 mg/100 ml. W.R. negative. Serum alkaline phosphatase 8 3, acid phosphatase 1 6 K-A units.
X-rays showed large areas of rarefaction on the medial side of the lower end of the left femoral shaft, and in the lateral condyle of the left tibia _ (Fig 1) . The lesion in the femur showed some thickening of the overlying cortex, and an illdefined soft-tissue swelling lying posteriorly. There was also a large area of rarefaction in the right ilium and a small area in the neck of the right femur (Fig 2) . Chest, skull and hands were y * _ _ : . . . . . . . . . . . . . . .
normal.
J Treatment: On March 6, 1961, the area in the left tibia was explored for biopsy. After a roof of bone had been removed a large cavity lined with fibrous tissue and containing friable brown soft tissue was exposed. The cavity was carefully curetted.
Histology: Sections showed an intensely cellular tissue composed of plump spindle cells with numerous fairly small multinucleate giant cells of Fig osteoclastic type. Superficially the appearances resembled those of an osteoclastoma, but there were a number of features which militated against this diagnosis ( Fig 3) . (1) The stroma in places was more fibrous in character than is typical in osteoclastomata.
(2) Much of the tumour was permeated by large irregular tortuous bloodfilled channels, some of which contained hemosiderin-filled macrophages. One of the bony fragments showed part of a cyst cavity lined by this type of tissue. to increase in intensity. Examination at this time showed a firm swelling in the popliteal fossa. This was tender, and the skin in this area was warm. X-rays revealed that the soft-tissue shadow previously noted had increased in size and density (Fig 4) , and that spicules of bone were present in it.
Further treatment: On July 3, 1961, the femoral lesion was explored. A greenish-brown heemorrhagic swelling the size of a walnut was found in relation to the medial femoral condyle. This swelling communicated with the lesion of the lower end of the femur. The lump was removed and the 'cavity' curetted. The histological appearance was identical with that shown in the tibial lesion ( Fig 5) .
Discussion
Jaffe (1958) formulated the term 'aneurysmal bone cyst' to describe a benign bone lesion with a characteristic 'blow out' appearance on radiography and extreme vascularity at operation. The lesions described in this case do not adequately fulfil either of these criteria. Taylor (1956) described a case of a possible aneurysmal bone cyst in the lower end of the humerus of a 13-year-old girl, which in the first instance did not show a characteristic blow out on radiography. Other cases have been reported that fail to show this characteristic appearance. Barnes (1956) described an aneurysmal bone cyst of the fifth lumbar vertebra in a 17-year-old girl. The cyst when exposed contained friable vascular tissue rather than large cystic spaces filled with blood. He suggested that sometimes the contents of the cyst were less vascular and rather more collagenous in nature.
The classical histological appearance, is that of filamentous trabecule of connective tissue surrounding large blood-filled spaces. Some of the more fleshy areas may contain multinucleate giant cells, usually smaller and containing less 3 Section ofOrthopadics 353 nuclei than those of a typical giant cell tumour. The blood spaces may be lined by flattened cells, but these are not always apparent. In this case the histology revealed a more fleshy tumour than is generally described, with a large number of plump spindle cells. There were many unlined blood-filled channels. These contained heemosiderin-filled macrophages and there were similar deposits of himosiderin throughout the section. This suggested that the blood spaces were an integral part of the lesion, and not due to the trauma of operative intervention.
The diagnosis is still a matter of speculation. If these lesions are aneurysmal bone cysts then it would seem that this is the first recorded case of multiple lesions.
Chondromyxoid Fibroma of Bone W A Crabbe MB FRCS
Since the tumour known as chondromyxoid fibroma of bone was described by Jaffe & Lichtenstein in 1948, 42 cases have been recorded in the literature. The following case illustrates some of the features of this tumour:
Case Report
An 11-year-old boy presented complaining of pain in the right upper leg. The pain, which was moderately severe, had been present for three months and was associated with a limp. Clinical examination revealed slight swelling and tenderness in the lateral aspect of the upper part of the right leg.
X-rays revealed a large osteolytic defect in the lateral part of the upper tibial metaphysis (Fig 1) . At operation the tumour was thoroughly curetted and the resultant cavity packed with bone chips. Although the tumour had eroded a considerable area of the lateral tibial cortex it was still contained within the periosteum. The intramedullary border of the tumour was bounded by compact bone, as had been suggested by the radiological appearances, but there was a defect in the bone forming the roof of the cavity through which the epiphyseal plate was visible. The tumour was a grey, gelatinous, friable mass which was easily removed with a curette. In addition to the tumour the cavity contained about 20 ml of brown fluid which escaped into the surrounding soft tissue when the periosteum was incised. Histology: The tumour showed the typical lobulated pattern with areas of myxoid and chondroid tissue. The junctional zones between the myxoid and chondroid tissue showed many irregular, hyperchromatic cells with double nuclei (Fig 2) . 
